very greatest importance to arrive at a diagnosis at the earliest possible moment. Every quarter of an hour's delay in getting the abdomen opened means a diminished chance of the patient's recovery.
In the first place, it is most important to look at the patient's gums, and to test the knee-jerks, at the very beginning of the examination, for lead colic, to which a blue line upon the gums would point, and a crisis of locomotor ataxy, detected by the absence of the knee-jerk.
It is, of course, possible for a patient to have both plumbism or locomotor ataxy and a perforated gastric or duodenal ulcer, so that the discovery of a blue line upon the gums or of the absence of knee-jerks, must not prevent a full examination of all the other points; but every now and then either plumbism or locomotor ataxy come under observation in a guise not very unlike that of perforated gastric ulcer.
In the second place, it very seldom happens that all the possible symptoms and signs of perforated gastric ulcer are to be found in one individual case, and the earlier the diagnosis is arrived at, the less like the book will the symptoms and signs be. The difficulty is that there is no sign or symptom that can be regarded as pathognomonic. In one case the determining sign may be rigidity of the abdominal wall; in the next the abdomen may be perfectly supple, the nature of the lesion being diagnosed from the history and from the discovery of an impaired note in the flanks. Auscultatory percussion has also been noted as being of value in some cases; when free air is present in the peritoneal cavity the bruit d'airain may be detected by coin-tap.
Auscultation is sometimes of great assistance in deciding whether there is peritonitis or not, by detecting a friction sound over the spleen, or over the liver, or between the coils of intestine. Thedifficulty is that the patient involuntarily keeps the abdomen still, and the contained viscera may not be moved upon one another sufficiently to give a rub.;
